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INTRODUCTION
Rheumatic Fever/Rheumatic heart disease (RF/RHD) is the most common cardiovascular disease in children
and young adults. It is a major public health problem in developing countries. RF/RHD is both a biological and
a social problem.
Rheumatic Fever/Rheumatic Heart Disease (RF/RHD) was a devastating childhood disease in economically
developed countries in the 19th century, declining slowly but steadily after 1900 and becoming more
pronounced after the 1940s . A really dramatic decline occurred in the late 1960s. To date its occurrence is nil
or very low, with an incidence below 5.0 per 100,000 per year, and a prevalence below 0.5 per 1000
schoolchildren.
There are several reasons for this marked decline: the steady improvement in standards of living, mainly
during the pre-antibiotic stage, and the benefits of improved medical care, especially the introduction of
antimicrobial agents in the secondary and primary prevention of RF/RHD, and also natural changes in
virulence and other associated properties in group A streptococcal strains. However, the small outbreaks of RF
which occurred in the mid-1980s in some cities of the USA and other countries show that other factors, not
well-known, may play a role in the fall and rise of RF/RHD occurrence.
In contrast, RF/RHD was believed to be a rare disease in tropical and sub-tropical countries during the 19th
century. However, since the 1940s it has become a significant health problem in these regions, and often with
very severe effects similar to those observed in Europe a century ago.
LESSONS LEARNED
In the absence of a safe and effective antistreptococcal vaccine, the main activities for RF/RHD prevention
and control have been conducted towards:
- improvement in standards of living,
- improved access to medical care,
- introduction of antimicrobial agents in the secondary and primary prevention.
- Planning development and implementing feasible programme for the prevention and control of the disease
WHO has been concerned with RF/RHD prevention and control since 1954 when was held the first WHO
meeting on this subject, "the WHO Expert Committee Meeting on Rheumatic Disease" (TRS No 78, 1954).
Since then, several WHO Expert Committees have directed their efforts towards public health practices with
regard to the study, prevention and control of group A streptococcal infections and RF/RHD (Figure I). Their
recommendations have been followed, either as general or specific policy for the Ministries of Health of most
of WHO`s Member States, and as the strategy of large numbers of physicians working in the RF/RHD field.
The result has been a marked decrease in the occurrence and severity of RF/RHD in several countries.

Figure I

Several community-based programmes have been implemented in different countries including the RF/RHD
register, follow-up and secondary prophylaxis, as well as some comprehensive programmes on the prevention
of RF/RHD integrated into the health care system and facilities of the country, including both primary and
secondary prophylaxis. Such programmes have attained relevant decreases in mortality, prevalence,
incidence, hospital admissions and severity of RF/RHD. Patients on irregular or no secondary prophylaxis have
a high recurrence rate (5.5 to 25.0% of patient -years) and severe RHD.
The challenges of these programmes have been:
· To reduce morbidity, mortality and disability caused by RF/RHD and its complications.
· To reduce the occurrence and severity of Group A streptococcal infection and its suppurative and non suppurative complications.
· To establish at least one local/regional centre implementing RF/RHD prevention strategy, as initial stage
for nationwide coverage, in participating countries
· Upgrade the role of primary care and paediatric services in prevention and control of RF/RHD and
streptococcal infection.
These programme have used various procedures for the prevention and control, all based on the secondary
prevention of RF/RHD with or without the primary prevention approach strategy and actions. ( Figure II).

Figure II

The Rheumatic Fever/Rheumatic Heart Disease Comprehensive Programme for Prevention in Baltimore,

USA, 1960-1981 achieved a marked decrease in incidence rate per 100,000 from 14.0 in 1965 to 1.0 in 198183, in the later years cases were clinically mild. The decline was more in cases preceded by clinically overt
acute pharyngitis. Initially more market in black people of the inner city and later in both black and white.
(Figure III ). The WHO community control of RF/RHD 1971-79 (based on secondary prevention) achieved a
marked decrease in recurrence rate (89.3%) and number of streptococcal infections (66.2%), with a decline in
the severity of the disease, disability and early death among the 3382 patient-years under regular B-penicillin
prophylaxis, with an evident cost -effectiveness through reducing the health care expenditure by limiting the
number of days spent in hospital ( Figures IV and V ). Prevention of rheumatic fever in Costa Rica. 1970-91
(based, mainly, in primary prevention) achieved a progressive decrease in incidence from 90.0 to 1.0 per 100
000 between 1970 and 1990. Few adverse reactions to B. penicillin. No deaths from acute RF in 1990. Marked
decrease in number of RHD death, disabled and patients requiring heart surgery. ( Figure VI). RF/RHD a
comprehensive programme for prevention, Havana, Cuba 1972-87 (primary and secondary prevention)
achieved a decrease in incidence of RF from 38.1 to 10.6 per 100,000 and prevalence of RHD from 1.7 to 0.2
per 1,000 between 1972 and 1987. No deaths from acute RF with a marked decrease in the severity of RHD,
patients requiring heart surgery, and RHD deaths ( Figure VII ). The natural history of rheumatic fever in Kuwait
1976 -85 (secondary prevention) achieved a disappearance of mitral murmur (RHD) in 77 % of 66 cases under
regular secondary prophylaxis, and a decrease in number of disabled cases and patients requiring heart
surgery for RHD. No deaths from RF/RHD (Figure VIII). 10-year educational programme aimed at rheumatic
fever in two Caribbean Islands (Martinique and Guadeloupe) in young people (<20 years) 1982-92 (both
primary and secondary prevention) achieved a decrease in number of new RF/RHD cases (incidence per
100,000) 78%; severe carditis 92% of annual cases, heart surgery from 5 to 0, and in the annual direct cost
of RHD, from 1.4 million US$ in 1982 to 100,000 in 1992. Total cost of programme US$89,000, mainly for two
programme managers, training personnel and health education ( Figure IX) RF/RHD. Comprehensive
programme for RF/RHD prevention. Pinar del Rio, Cuba 1986 -96 (Primary and secondary prevention) achieved
a marked decrease in incidence of RF from 34.3 to 2.7 per 100,000 schoolchildren and prevalence of RHD
from 2.9 to 0.2 per 1,000 schoolchildren between 1986 and 1996. No deaths from acute RF. Decrease in the
severity of RHD in 5 to 25 years old between 1986-90 and 1991-95; recurrence attack, 134 to 59, with
sequelae, 25.4 to 20.3 %, heart failure, 11.2 to 5.1% and requiring surgical care, 4.5 to 1.7%. The estimated
cost for RF/RHD care decreased from US$264,000 in 1986 to US$26,000 in 1996. ( Figure X).
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Most participating countries in the WHO Programme for RF/RHD prevention report that the programme has
helped in the reduction of morbidity of RF and RHD (reduction in numbers of new cases and recurrent attacks,
reduction in number of severe forms of RHD), and reduction in RHD-related premature disability and mortality
(Figure XI).

Figure XI

An analysis of the procedures and outcomes of these programme confirm the feasibility and cost effectiveness of RF/RHD prevention and control integrated into the normal infra-structure of the predominant
health system of each country.
CONCLUSIONS AND RECOMMENDATION FROM THESE EXPERIENCES
Relevant strategic directions are:
·
·
·
·
·
·
·

Proven methods for safe and cost-effective prevention and control are available
A comprehensive long -term strategy must include prevention at all levels
Interventions should be adequate and sustained
Intervention should be adapted to the real situation and possibilities of each country/area
Key components: community mobilization, supportive policy decisions, health reforms, NGOs and industry
Multisectoral action & policies of other governmental departments
Integration into the national health system of appropriate health care

In addition, they also stressed that, appropriate case management of symptomatic streptococcal sore-throat
is important, because it can:

· reduce the incidence of suppurative and non-suppurative complications;
· reduce the inappropriate use of antibiotics for upper respiratory infections (when medical information and
health education on RF prevention are effective);
· reduce the incidence of symptomatic strep-throat and the average level of streptococcal antibody in the
community;
· reduce the infection contagion rate;
· alter the chain of transmission of GAPHS and thus diminish the chance of increasing its virulence.
Caution should be taken when using antibiotics, and the development of penicillin resistance should be
monitored.
We urge Ministries of Health in all countries where RF/RHD remains a health problem, as well as nongovernmental organizations (NGOs) and donor agencies, to intensify their efforts to promote and support the
establishment of at minimum a local prevention programme on RF/RHD as an national entry point for a
feasible and cost-effective way to decrease RHD. We also urge the scientific community to promote efforts
towards further research for developing an antistreptococcal vaccine.
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